Objective: To describe an oral health care programme for older people in Residential Aged Care Facilities (RACFs) to improve access to care and support facilities.
programme (BOHRC) which provided one-off funding to RACFs for materials and staff training in oral health promotion for residents. 11 The BOHRC Programme provided some 7000 aged care workers in 2800 RACFs with oral health education training and materials. 12 New South Wales (NSW) has approximately 66 500 residents within 878 aged care facilities. 13 A NSW study by Webb et al. 14 reported that only 48% of residents had received a dental assessment on admission to residence within a RACF and that 74.2% of facilities did not provide any mechanism for regular dental visits by dental providers. Long waiting lists for public dental care were seen by 79.0% of respondents to be a barrier to good oral health, and 64.6% of respondents saw their mobility as a major barrier to dental care.
The aim of this study was to develop an on-site oral health assessment, education and service delivery programme to improve the access to oral health care for older people living in RACFs. The programme was embedded within the Concord Repatriation General
Hospital's (CRGH) geriatric medicine department and was supported by a mix of public and private dental providers. A governance structure was established by CRGH which oversaw the development, reporting and quality assurance of the Programme. The key elements of the reporting frame captured information of residents demographical, physical and behavioural characteristics as well as oral health data on oral hygiene, dental decay and saliva.
| METHODS
The framework for the Reach-OHT* model was built around six core RACFs, the supportive geriatric medicine network and dental providers.
This element of the programme used a public-private arrangement whereby the public sector provided and maintained a basic set of portable dental hardware which comprised a lay-back wheel chair, a dental unit, operating stools and a portable radiography unit. Co-ordination for the programme activities was the responsibility of a public sector oral health therapist, and administrative (consent, payment structure, regulatory requirements) and governance aspects of the programme were monitored and advised by a Geriatric Dentistry Advisory Group with accountability links through to the General Manager of CRGH.
Third, the programme was based on an assertion that local RACFs would reflect the transition of local residents into supported care, and consequently reflect previous dental care received from local dental providers. The principle here was that continuity of dental care could be maintained by local dental providers moving to support their patients after the patient's admission to residential aged care (and others within a RACF without an available dental provider). Fourth, the programme identified pathways of dental care from oral health assessment, through the provision of on-site core dental services and referral pathways to specialist clinical care should that be required. Specific pathways were developed for both eligible (public) and non-eligible patients. Specialist referral pathways were developed with the Special Care Department at Sydney Dental Hospital or private specialists. Fifth, that the service elements of the programme would be supported by an on-going education and training programme for RACF staff and assistance with preparing individualized daily oral health care plans, and finally, that an "action evaluation approach" would be taken to guide changes within the programme and facilitating problem-solving. Aged care facilities were recruited from the CRGH Collaborative
Committee as a convenience sample. The sample was selected incrementally over a 3-year period. It was anticipated that the resources available to the programme would provide for the participation of a maximum 10 RACFs of moderate size (80-120 residents). These 10 facilities provided a total bed capacity for 804 residents.
Data were collected by the oral health therapist using the Oral Health Assessment Tool (OHAT) as described in the BOHRC education and training manuals, and based on the original work of Chalmers et al. 16 The OHAT records oral information in eight areas or conditions, according to whether the area/condition is in a healthy, changed state, or clearly unhealthy state. Although the OHAT was designed for use by nurses and general medical practitioners, it is a simple tool to explain oral health to residents and RACF staff. Additional intraoral information was recorded by the oral health therapist on a standard odontogram and the triaging decision to refer for treatment by a dentist or dental prosthetist was made by the oral health therapist at the assessment session.
Any preventive and/or maintenance care, within the scope of practice of the oral health therapist, such as the removal of calculus and cleaning of the resident's teeth was also made at this assessment appointment.
The Australian Schedule of Dental Services and Glossary 17 was used to collate all services delivered to public dental care residents. The
Schedule lists dental services under 10 categories and subcategories.
*Reach-OHT is the "brand name" accorded to the Inner West Oral Health Outreach Program.
The OHT refers to the major coordinating and monitoring role of Oral Health Therapists in the programme.
The major categories are as follows: diagnostic services; preventive, prophylactic and bleaching services; periodontics; oral surgery; endodontics; restorative services; prosthodontics; orthodontics; general service s; and miscellaneous items. This schedule is then used by the Local Health District for reimbursement to private dental providers listed on their Eligible Practitioner list for fee-for-service items under the NSW Health Oral Health Fee for Service Scheme. 18 Under this scheme the Local Health District can issue a voucher for private practitioners to provide dental care to public patients at the defined reimbursement price.
The first out-reach service was provided in March 2013 with two other facilities entering the Programme that year. With the recruitment of two oral health therapists, the programme expanded in 2014
to add a further five RACFs, and finally in 2015, an additional three facilities entered the programme. Recruitment of additional dentists and two dental prosthetists followed such that 10 RACFs were receiving the core service and education aspects of the programme, by 2016, and one RACF was receiving the education and training elements only.
All data collected from the OHAT and dental services records were coded and transferred to an Excel spreadsheet. Descriptive analyses were performed by SAS software 9.3 (SAS Institute Inc, Cary, NC, USA). The 0.05 level of significance was set as the threshold for rejection of the Null Hypothesis for Chi-squared analyses.
| RESULTS
None of the 10 RACFs within the programme had previously received on-site dental care or on-site oral health education and training sessions. Table 1 summarises the basic information collected at the assessment visit.
| Access and services
Aggregate data were available from 607 residents (75.5%) of the total bed capacity for the 10 participating RACFs who received an oral health assessment between January 1st and December 31st 2016. Overall, the mean age of residents assessed was 86.9 years, with 69.9% female. Over 83.2% of the residents assessed (n=505) were either full or part pension card holder or therefore eligible for public dental care. A total of 275 residents (45.3%) were referred for on-site dental care by one of the participating private dentists or dental prosthetists. Table 2 shows aggregate data derived from the OHAT assessment of the residents' physical and mental capacities to communicate, walk unaided and perform daily oral hygiene. Over half of the residents (59.1%) required either complete or partial assistance with daily oral hygiene practices, and 81.5% of residents were physically dependant on others for assistance with general health and mobility care. Only Table 4 shows over the 3-year period, a relatively constant pattern of health, change and unhealthy distribution of periodontal and mucosal tissue conditions. The proportion of unhealthy, and changed categories increased and the proportion of healthy participants had decreased by the third year. Table 5 shows an increase in concern regarding flow and consistency of saliva across the 3-year period.
The proportion of those with little or no saliva has increased from 1.1% in 2014, to 3.9% in 2015 and 7.0% in 2016. The proportion of those with high levels of unmet dental decay (Table 6 ) fluctuated over the 3-year period. The different rates or those presenting with better levels of oral cleanliness ( 66.4% of residents (n=351) were referred for dental practitioner care; in 2014, 54.6% of residents (n=546) were referred, and in 2016, only 46.5% required referral for basic dental treatment (Chi-square=34.29; at 2 degrees of freedom; P<.001). There were also low referral rates (<2.0%) for emergency or special dental care to either Sydney Dental Hospital or a fully equipped dental clinic.
Residents who did not qualify for public dental care, but were assessed by the oral health therapists as requiring dental treatment, were referred either to their own private dental practitioner, or to the programme's private dental practitioner should they not have their own dentist/dental prosthetist. The programme practitioner dealt independently with residents who were not eligible for public dental care
within the same on-site arrangements, or through arrangements agreed between the resident and/or their legal guardian. Data on this small group of referrals were not collected within the programme data base.
Of the 555 public dental service eligible residents referred for dental services under the programme (72.5% of the total eligible/ non-eligible referred)-560 diagnostic services and 362 preventive services were claimed. This represented 73.8% of all dental services provided by the private dental practitioners. Forty-six oral surgery services were provided, with half of these being extractions. The 
| Oral health education and staff training

| DISCUSSION
There have been a variety of models of care to RACFs which have been proposed and operating in the Australian environment. 19 However, regular access to dental care for those in Australian RACFs has remained a major barrier for residents. 5, 14, 20 This paper reports on the process and development of a comprehensive domiciliary oral health programme to metropolitan With respect to nursing and carers' education and training having an impact on oral health, there appeared to be some evidence of improvements in the proportion of residents with "healthy" dental and mouth hygiene over the 3-year period. This too however, should be interpreted with caution as there are many confounding factors which need to be identified before any definitive conclusion can be drawn about the effectiveness of the oral health training component for staff. There is a body of evidence which indicates that education and training of staff, while important, is not sufficient to improve oral health outcomes, such as decreasing dental caries and periodontal diseases. 21 The environment in which public dental services are delivered in Australia is another major limiting factor on sustainable domiciliary models of dental care. While it is the States and Territories which have the constitutional responsibility for delivering public dental services; policies, regulations and funding arrangements vary considerably by jurisdiction and in relationship to the funding stream from the Commonwealth. During the period in which this programme has been developed the Commonwealth has altered its dental funding arrangements with the States and Territories three times. At the outset, Commonwealth funds were available to States/ Territories under the Medicare Chronic Disease Dental Scheme. 22 The Commonwealth then ceased this programme and introduced a Medicare Teen Dental Programme funding stream. 23 The Teen
Dental Programme was then replaced by the current Children's Dental Benefit Scheme.
The policy and practice implications for jurisdictions contemplating addressing the needs of dependant elderly people in domiciliary settings requires long-term commitments from governments and dental professions to form cooperative working relationships.
Sustainability of initiatives such as the Reach-OHT programme also requires more rigorous analyses of data over a longer period of operational time. While this programme does demonstrate that domiciliary oral health care in RACFs can reduced inequities in the access of frail older citizens to dental care-further research needs to include control facilities and robust evaluation strategies. Further, cost-benefit research, along the lines described by Lunqvist et al., 24 should be undertaken as part of these initiatives. Finally, while there has been a growth internationally of systems to enhance oral health care for frail elderly people, as MacEntee and his colleagues report, 25 there is little agreement on how such care should be regulated or financed. The model presented above, suggests that a "onesize" of model will not fit all circumstances and purposes. Policy and financial frameworks should be constructed to allow considerable flexibility and adaptability to meet local community and residential needs.
| CONCLUSIONS
A model of oral health care to aged care facilities, based on a publicprivate shared responsibility model, embedded within a general health care model for older residents in nursing homes and with chronic medical and disability needs has been described. The model shows high potential for reducing access barriers for residents in aged care facilities and improving oral health outcomes. Sustainability of such initiatives to reduce inequalities and inequities in access to dental care and improving oral health for seniors needs more detailed health economic and outcome-based research.
